T his issue, focusing on evidence, brings to the surface the painful irony that the realities of evidence have for qualitative researchers. The new emphasis on evidence-based care has undoubtedly repositioned qualitative research as secondclass science-again. When funding agencies prioritize research according to the Cochrane (1972/1989) criteria, qualitative research is not fundable; when medicine defines rigor by these standards, we take the last position; our methods and approach are classified as mere opinion. But the sad consequence of this perspective is that the method perceived as rigorous and fundable then shapes the substantive research agenda. Researchers who are used to seeing the world in terms of clinical drug trials or epidemiological designs do not consider the type of research questions that qualitative researchers are interested in as "researchable," significant, relevant, or even on their radar screen. My point is that, unfortunately, research gets on a trajectory that includes a specific type of question that the current methodology in vogue best answers, and other problems are left on the back burner or ignored. This is not a new problem. Nurses have a different research agenda from physicians (and this is the main reason that nursing research must be separated from medical funding bodies). With the physicians' agenda comes an interest in a different set of research problems, medical problems. Nurses are often concerned, for instance, not with questions that fit within the category of clinical drug trials but, rather, with questions of patient care. This line of reasoning could be used by other health science disciplines-just substitute your research focus accordingly.
This was quantitative work that we would now describe as a quantitatively driven, multiple-method research program, with minor qualitative supplementary components. Qualitative observational strategies contributed to the components of gait assessment: The "bouncing" of patients attempting to push out of chairs is now the "get up and go" test (Mathias, Nayak, & Isaacs, 1986) , and the ways that patients moved around the room-"furniture walking"-are now recognized characteristics of an impaired gait. Overall, the essential qualitative components of this research program, although critical for its rigor, were not highlighted in the resulting publications-the multivariate statistics for identifying and developing significant indices and the weighing of those items were given priority. After all, researching estimating the probability of patients' falling is a quantitative problem.
But since 1989, when the last of the articles directly derived from this program was published, 2 an interesting phenomenon has occurred. Over the years, patient falls have become a research priority-first in nursing research and more recently in medical research. Many other risk assessment scales have been developed, primarily by individual hospitals, but some of these have been published or made available on the Internet.
Almost all these scales introduced since 1990 to predict the risk of falling have been developed in checklist format using clinical judgment. They use basic statistics (most often only frequencies 3 ) to identify variables, then arbitrarily add scores based on the researchers' best estimate, or are "homemade scales," with both the items and the scores developed by clinical judgment or guessing, intended for use in a single institution. In other words, they have been developed qualitatively: not by using qualitative methods that the readership of QHR would recognize but, nevertheless, qualitatively. These scales have then been tested in the clinical area using an invalid means of assessment. 4 Of greatest concern, these instruments do not have the refinement to be able to predict the fall-prone patient accurately, and, worse, have not been finely tuned to minimize the false positives-that is, patients who are actually at risk of falling are not identified, and consequently are not provided with fall protective and preventive measures.
These examples of patient fall research are extremely important, as it provides us with a huge class of research of the poorest design that would rank at the lowest level of evidence, is unethical, and is qualitative. It is this kind of research that gives qualitative research a very poor reputation, and it is this type of qualitative inquiry that Cochrane (1972 Cochrane ( /1989 ) was working against: shoddy quantitative inquiry. It is the shortcutting of complex and expensive quantitative designs, perhaps through ignorance, using arbitrary decisions, to produce and implement an invalid and dangerous product.
It is rampant, as a Web search will quickly verify. Search for "patient fall risk assessment."
Medical funding agencies using levels of evidence, therefore might have a point in blocking qualitative methods. But they are throwing the baby out with the bathwater. What do we, as real qualitative researchers, seeking funding and support for appropriate, excellent, rigorous, essential qualitative inquiry, do?
Just as I believe that another discipline should not control the research funding of an allied discipline-more specifically, medical researchers should not control nursing research funding-neither should quantitative researchers vote on qualitative research. Qualitative researchers must make the decisions regarding qualitative inquiry. Qualitative research must be evaluated by separate review committees comprising members with qualitative expertise. Quantitative researchers have a poor understanding of qualitative procedures and how rigor is attained in quantitative research, and therefore have no right to judge its worthiness. Furthermore, the humanistic types of questions that qualitative research best answers are significant and must also be considered a priority.
Finally, because medicine will continue to use the Cochrane (1972 Cochrane ( /1989 ) criteria, pointing out that it is invalid to score qualitative inquiry on the present Cochrane criteria levels of evidence is not a satisfactory solution. We must correct and modify the Cochrane criteria to accommodate real qualitative inquiry.
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